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Introduction: 
Postgraduate training programmes are aimed to produce professionals competent in 
their knowledge, skills and attitudes. These programmes need to prepare candidates to meet 
the demands of real life practices in a continually changing and fast growing medical field. 
The final goal is clearly to improve patients care. There are multiple teaching methods that 
can be employed in a training programme. This would help different learning styles for the 
candidates.(1) However, it should be emphasized that adults learning principles should be 
followed whenever a learning intervention is expected to be successful.(2-5) Here are 
examples of these learning principles; active participation of candidates in the learning 
process, presence of clear aims and objectives for every single activity, relevance of what is 
to be taught to candidates and the presence of a two way feedback mechanism between 
candidates and their teachers.   
The objective of the article is to present an evidence-based review for some of the 
common learning interventions undertaken in the postgraduate training programmes. It is 
hoped to initiate a critical internal review for what we are doing in our local programs. 
 
 How to maximize the outcomes in morning report meetings? 
Morning report meetings where junior and senior staff meet to discuss cases newly 
admitted(6) can function as an instructive teaching conference capable of providing a broad 
coverage of topics.(7) There is no doubt that there are unique educational opportunities in 
the morning report meeting. It stands out as the only large, formal conference generally used 
for the evaluation of case management and the performance of medical residents.(7, 8) The 
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cases discussed in a well designed morning report may be closely comparable to the 
curricular contents designed by supervising health authorities.(9) 
The objectives of the morning report need to be clear to program directors, 
supervising staff and residents. The majority of residents thought that the main purpose of a 
morning report should be educational.(6, 10) All surveyed residents in another study ranked 
the morning report as the most valuable educational activity out of 6 others. Morning reports 
can provide some control and supervision on night practice of the on-call staff, but they 
should not be considered as the major tool in this, as suggested by some reports.(11) The 
practice of listing all admitted cases and reciting few words about each case and stating 
where the patients are located should have a very limited time in morning reports. The 
meaning of morning reports in some programmes, unfortunately is not more than listing of 
cases without any educational discussions around them. Even if there were discussions, 
these may not be clinically relevant to the majority of residents. In addition, these 
discussions might be conducted in a threatening environment, where the focus of residents 
would be on the fear of poor performance rather than enjoying the challenge of learning. 
The most frequent instructional method used during morning reports were case-based 
presentation, followed by discussion.(6, 8) In a recently published report about morning 
reports (11), the authors described the evolution of their experience in morning reports with 
three different formats. The introduction of formal, didactic presentations in morning reports 
was not preferred by attendees. They suggested tips for establishing and monitoring morning 
reports.(11)  
However, we describe herewith an approach on how to conduct morning reports in 
internal medicine.(Figure 1) The coordinators should be either an attending physician or a 
distinguished senior resident in her/his final year of training. This is consistent with what is 
described in the literature.(8) The most important features of coordinators and physicians 
attending morning reports, as rated by residents in one report were excellent general medical 
knowledge, an ability to ask effective questions, and good interpersonal skills.(12) The cases 
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for presentation should be selected by residents. It was concluded in one study that residents 
do an exceptional job of selecting difficult diagnostic cases for discussion at morning 
report.(13) The way of distribution of seats where consultants sit in front and residents sit at 
the back row should be discouraged. It is advisable to have all attendees sitting in a circle, 
where interactions are encouraged. Presence of food and drinks during morning report tend 
to enhance interactions as well.(6, 11, 14) The coordinator should use the board to write 
pertinent information from presentations. The presentation itself should be concise and it is 
better to be presented from copied or printed notes to avoid missing or delivering inaccurate 
information. They should not take more than 5 minutes.(11) The practice of overwhelming 
the post-call resident(s) with detailed questions exposing their lack of knowledge in an ironic 
way should be strongly discouraged. This creates a threatening environment and prohibits 
learning. The coordinator may run the morning report in a stepwise approach. After the 
history of the case has been presented, there should be a pause and a question raised on 
further relevant information needed to be known. A brief discussion is conducted aimed to 
improve history taking skills. Then before proceeding to physical examination findings, 
another question is raised by the coordinator about what physical findings based on history 
presented should be looked for. After physical findings presentation, a senior resident is 
asked to summarize the case and develop a problem list with differential diagnosis and 
management plan. An open discussion might be conducted now on whether any 
modifications should be undertaken in the plan described. Then investigations are presented 
and another question is raised on the interpretation of these investigations and if the plan 
will change or not. A senior resident is asked again to discuss the therapeutic interventions 
that she/he will consider in this case. Finally, the presenter (who should be from the post-
call team) is asked to present the rationale of what was done to the patient. The depth of 
discussions should be based on the number of residents present from each level. In general, 
senior residents were the majority who attended morning reports in some centres.(14) These 
types of questions in a stepwise approach are advocated in order to stimulate higher level of 
mental functions like thinking, analysis and synthesis of data. This is to avoid the exchange 
of low-level factual information not optimal for promoting problem-solving skills.(15) The 
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closing remarks of the morning report, in the model described here, should include a 
summary of learned points presented by one of the residents. It should also include the 
formulation of a clinical question with a direct relation to the case presented that needs to 
be searched for in the literature. The result of the search work can be presented briefly in 
the next day. The presence of attending physicians should help residents to ask effective and 
relevant questions. A similar approach to produce clinical questions by residents to be 
discussed in teaching rounds was described in the literature.(16) Updates, if any, on previous 
cases discussed in morning reports meetings should be presented. This is to establish and 
create an overall understanding of the natural history of certain presentations and build up 
clinical experience. Up to 70% of cases discussed in morning reports without a clear 
diagnosis tend to have a different one at time of discharge in one center.(17)  
This suggested format for presentation in morning report meetings, needs proper 
validation. The author has implemented it in one centre and received overall satisfaction 
from residents and attending staff. 
There are other events which might happen in morning reports like administrative 
issues, and reporting drug adverse events.(6) However, these should not interfere with the 
main educational objective.  
The field of morning reports in general requires more research. There is a clear lack 
of studies to document the effectiveness of morning report.(6) On the national level, we 
need to know how morning reports are conducted in our training programmes, what format 
is followed, the level of satisfaction by our residents and measures for patients' outcome or 
other measures to test effectiveness. 
Are we still using lectures? 
Lectures remain the most common form of teaching methods used in the medical 
field. Ironically, lectures were defined by some experts as "a process by which the notes of 
a teacher become the notes of a student without passing through the minds of either”.(18) 
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There is an early documentation in the literature of learners dissatisfaction with non-
challenging lectures.(19) It was shown, since 1978 that student concentration, in lectures, 
reaches its maximum in 10-15 min, and then drops steadily.(20) Large group formats tend 
to encourage passive learning.(21) What is required to be developed in postgraduate 
education is active participation in the learning process with residents taking full 
responsibility for their own education. Lectures should not be regarded as an effective way 
of teaching skills, changing attitudes, or encouraging higher order thinking.(21) All these 
are considered essential skills for training doctors. Despite the evidence and experience that 
developed over time, lectures still predominate all other teaching methods in our local 
training programmes.  
It has been shown that lecture-based and problem-based learning formats in 
postgraduate education were both effective. However, problem-based programs appeared to 
be more effective than the lecture-based programs in improving performance.(22) It can be 
argued that outcome measures used in this study were based on self reporting, which might 
have had interfered with results. Another aspect that was not a measure in the study is the 
clinical reasoning and problem-solving skills. These skills are shown to be gained in 
problem-based formats.(23, 24) There are reports of successful introduction of a problem-
based learning format to postgraduate residents.(25) 
A good teacher can function in a multidirectional ways for the sake of the 
effectiveness. He / she is more than a lecturer.(26) There are multiple efforts developed by 
experts in medical education directed to educators to help them to maximize learning 
outcomes from lectures.(21, 27) These guidelines encourage the principles of integrating 
and actively involving learners in the delivery process of lectures. 
An approach to develop an effective way of delivering lectures is to produce study 
guides that direct learners to the specified objectives.(28, 29) There is a published example 
in a peer-reviewed medical education resource on a lecture presented with a study guide 
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developed are based on clinical cases.(30) Another example for a course in peri-operative 
medicine for postgraduate trainees based on clinical cases is available.(31) 
Programme directors and participants in residents' education in our local training 
programs need to consider newer teaching methodologies away from didactic lectures. 
Without interacting with learners in any learning process, programme would hardly be 
successful. A metanalysis on continuous medical education (CME) activities concluded that 
didactic sessions do not appear to be effective in changing physician performance.(32) Only 
interactive CME sessions that can effect change in professional practice and, on occasion, 
health care outcome.(32) 
Training in out-patient setting: 
There is a move towards community-based and community-oriented medical 
education.(33) patients admitted to hospitals represent a low proportion of the actual number 
of sick people in the community. Training future doctors should concentrate on what the 
doctor will face in his/her real practice. Therefore, there has to be greater emphasis on 
outpatient training for our residents. Unfortunately, the focus of some of our local training 
programmes is to provide medical coverage for their wards without paying attention to the 
needs of our residents. This is improved by specifying adequate training time for trainees in 
outpatient settings. There are suggested tips, published in the literature for programmes 
willing to incorporate more training in outpatient settings, including issues like: make 
training in the ambulatory setting a priority, and how to teach and evaluate in the 
examination room. (34)   
On the other hand, teaching in outpatient clinics is still less well structured compared 
with hospital based teaching. Teaching ward rounds are a longstanding, familiar 
phenomenon in the hospital, but teaching clinics are at beginning.(35) A review of empirical 
studies focusing on educational research conducted in ambulatory settings concluded that 
there are many gaps in our knowledge of effective clinical teaching practices and of the 
learning environment.(36) One suggested approach to structure teaching in outpatient 
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setting is to divide the teaching process into steps.  In Step 1 trainees assess patients and 
review their cases with two supervisors.  Step 2 entails each trainee presents a brief summary 
of each case to his/her colleagues and supervisors for discussion and analysis of learning 
issues. This should happen at the end of the clinic.  In Step 3 each trainee conducts a 
literature search of the learning issues identified in Step 2. Step 4 occurs in the days 
following the clinic and entails a seminar discussion of the literature search results with 
colleagues.(37) 
 A comprehensive review of the literature on education in out-patient settings for 
medical undergraduates and graduates reported it to be characterized by variability, 
unpredictability, immediacy, and lack of continuity with comparatively few cases discussed 
or examined by the attending physician; furthermore, case discussions were short, involved 
little teaching and provided virtually no feedback.(38) The way to achieve effective teaching 
in the outpatient settings is simply to try to avoid these obstacles of learning. Continuity of 
care, for example was valued by internal medicine residents in a descriptive study.(39) 
Having an adequate number and variety of patients while being supervised by enthusiastic 
preceptors who give feedback and are willing to discuss their reasoning processes and 
delegate responsibility are site characteristics and preceptor behaviors valued by almost all 
learners in another study.(40)  
Faculty development in this regard is essential to enhance quality of teaching in 
outpatient settings.(34) There are good resources (41) that might be used as a reference for 
this activity.   
The role of journal clubs: 
Journal clubs are now considered as an essential component of any training program. 
It is included in almost all training programs in different specialties.(42) There is no ideal 
format for the conduction of a journal club, but the most common format as outlined in the 
literature is for a club that is conducted once per month, where 2-3 original research articles 
are discussed, in the presence of distinguished leaders and a biostatician may be present as 
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well.(42) Articles should be selected by residents(43) and they should be related to cases 
and problems originating from their own practice. They should be distributed in advance to 
all participants in the club, so that everybody will have a chance to go over the studies. It is 
a strange practice for journal clubs conducted in some programs where most of the 
participants are only aware of the studies at the time of the club. Presentations should be 
short and concise. Residents critically appraising the studies may use checklists for 
evaluating different studies on diagnosis or on therapy. The publication of the Users’ Guides 
to the Medical Literature series(now published in a book(44)) has encouraged the 
implementation of journal clubs devoted to evidence-based medicine in many postgraduate 
training programs.(45) This is to avoid boredom from listening and following a lengthy 
presentation, it also leaves time for discussions on how to apply the evidence in the practice. 
Here the presence of experts is really needed. 
There are certain characteristics for journal clubs with high attendance and longevity, 
these are: mandatory attendance, availability of food, and perceived importance by the 
program director.(42) 
There is a plenty of evidence in the literature that addresses the learning achieved in 
journal clubs. The two most important objectives achieved in one study among community 
medicine residents with strict criteria for conducting a weekly journal club were acquisition 
of critical appraisal skills and keeping up with current literature.(43) In a systematic review 
of all studies on journal clubs to evaluate its effectiveness, there was a statistically 
significant improvement in epidemiology and biostatistics knowledge, change in reading 
habits, an increase use of medical literature. There was, however, a trend to improve the 
critical appraisal skills. (45) There is, therefore, no excuse for some local training program 
not to include such learning activity for their residents. 
There are other issues not addressed in this article which have a great impact on our 
training programs. Examples include: clinical teaching, what techniques are used, and are 
our staff capable of doing it effectively? Is there a defined structure for training programs to 
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follow? Is there a quality assurance program? Should we still include a long case format in 
our certifying board examinations? What are the techniques used to construct written 
exams? Are our exams valid and reliable? 
Conclusion 
Morning reports should emphasize active participation of all residents without 
humiliation. A suggested approach is presented. Lectures do not enhance higher order 
thinking. Problem-based format should be used. Residents should spend more time in 
outpatient clinics with objective and structured training. Journal clubs are essential 
component of any program. Certain characteristics that make journal clubs effective should 
be followed. It is clearly evident that active participation of learners in any learning 
intervention is a prerequisite for success and effectiveness. Critical internal review of all our 
learning activities is a sign of improvement for any training program. This should be 







Gezira Journal Of Health Sciences 2008 vol.4(1)  
 
Gezira Journal Of Health Sciences 2008vol.4(1) 
 
 




        + 
Coordinator   
writing 
What further historical 
information is required? 
 
What physical signs 
should be looked for? 
Interpretation: summary, 




•What did we 
learn today? 




Gezira Journal Of Health Sciences 2008 vol.4(1)  
 
Gezira Journal Of Health Sciences 2008vol.4(1) 
References: 
1.Russell SS. An overview of adult-learning processes. Urol Nurs 2006;26(5):349-52, 370. 
2.Binstadt ES, Walls RM, White BA, Nadel ES, Takayesu JK, Barker TD, et al. A Comprehensive Medical 
Simulation Education Curriculum for Emergency Medicine Residents. Ann Emerg Med 2006. 
3.Wilson FC. Teaching by Residents. Clin Orthop Relat Res 2006. 
4.LeCroy C. Games as an innovative teaching strategy for overactive bladder and BPH. Urol Nurs 
2006;26(5):381-4, 393. 
5.Spencer JA, Jordan RK. Learner centred approaches in medical education. Bmj 1999;318(7193):1280-3. 
6.Amin Z, Guajardo J, Wisniewski W, Bordage G, Tekian A, Niederman LG. Morning report: focus and 
methods over the past three decades. Acad Med 2000;75(10 Suppl):S1-5. 
7.Pupa LE, Jr., Carpenter JL. Morning report. A successful format. Arch Intern Med 1985;145(5):897-9. 
8.Parrino TA, Villanueva AG. The principles and practice of morning report. Jama 1986;256(6):730-3. 
9.Durning SJ, Sweet JM, Cation LJ. Morning Report: an analysis of curricular content and comparison to 
national guidelines. Teach Learn Med 2003;15(1):40-4. 
10.Gross CP, Donnelly GB, Reisman AB, Sepkowitz KA, Callahan MA. Resident expectations of morning 
report: a multi-institutional study. Arch Intern Med 1999;159(16):1910-4. 
11.Fassett RG, Bollipo SJ. Morning report: an Australian experience. Med J Aust 2006;184(4):159-61. 
12.Ways M, Kroenke K, Umali J, Buchwald D. Morning report. A survey of resident attitudes. Arch Intern 
Med 1995;155(13):1433-7. 
13.Gerard JM, Friedman AD, Barry RC, Carney MJ, Barton LL. An analysis of morning report at a pediatric 
hospital. Clin Pediatr (Phila) 1997;36(10):585-8. 
14.Schiffman FJ, Mayo-Smith MF, Burton MD. Resident report: a conference with many uses. R I Med J 
1990;73(3):95-102. 
15.Foley R, Smilansky J, Yonke A. Teacher-student interaction in a medical clerkship. J Med Educ 
1979;54(8):622-6. 
EDITORIAL  
Gezira Journal Of Health Sciences 2008 vol.4(1)  
 
Gezira Journal Of Health Sciences 2008vol.4(1) 
16.Ozuah PO, Orbe J, Sharif I. Ambulatory rounds: a venue for evidence-based medicine. Acad Med 
2002;77(7):740-1. 
17.Barton LL, Rice SA, Wells SJ, Friedman AD. Pediatric morning report: an appraisal. Clin Pediatr (Phila) 
1997;36(10):581-3. 
18.Dent JAH, R. M. A Practical Guide for Medical Teachers. Second ed: ELSEVIER.; 2005. 
19.Shephard RJ, Ashley MJ. Attitudes of health science students towards teaching practices, examinations, 
and other related issues. Med Educ 1979;13(2):111-6. 
20.Stuart J, Rutherford RJ. Medical student concentration during lectures. Lancet 1978;2(8088):514-6. 
21.Cantillon P. Teaching large groups. Bmj 2003;326(7386):437. 
22.Smits PB, de Buisonje CD, Verbeek JH, van Dijk FJ, Metz JC, ten Cate OJ. Problem-based learning 
versus lecture-based learning in postgraduate medical education. Scand J Work Environ Health 
2003;29(4):280-7. 
23.Rendas AB, Fonseca M, Pinto PR. Toward meaningful learning in undergraduate medical education 
using concept maps in a PBL pathophysiology course. Adv Physiol Educ 2006;30(1):23-9. 
24.Schmidt HG. [Effects of problem-based medical education: 16 Dutch curriculum comparisons]. Ned 
Tijdschr Geneeskd 2006;150(19):1085-9. 
25.Colenda CC, Wadland W, Hayes O, Anderson W, Priester F, Pearson R, et al. Training tomorrow's 
clinicians today--managed care essentials: a process for curriculum development. Am J Manag Care 
2000;6(5):561-72. 
26.Harden RG, J. AMEE Guide No 20: The good teacher is more than a lecturer: the twelve roles of the 
teacher. Medical Teacher 2000;22(4):334 - 347. 
27.Brown G, Manogue M. AMEE Medical Education Guide No. 22: Refreshing lecturing: a guide for 
lecturers. Med Teach 2001;23(3):231-244. 
28.Holsgove GL, J.   Ledingham, I. Study guides: an essential student learning tool in an integrated 
curriculum. Medical Teacher 1998;20(2):99 -103. 
EDITORIAL  
Gezira Journal Of Health Sciences 2008 vol.4(1)  
 
Gezira Journal Of Health Sciences 2008vol.4(1) 
29.Harden RL, J. Hesketh, E. AMEE Medical Education Guide No 16: Study guides: their use and 
preparation. Medical teacher 1999;21(3):248 - 265. 
30.Almoallim H. Cirrhosis: Diagnostic approach and complications. A study guide for medical students. 
In: MedEdPORTAL: Available from: http://www.aamc.org/mededportal  ID = 368; 2006. 
31.Oleary K. Case Based Curriculum for General Medicine Consultation. In: MedEdPORTAL: Available 
from: http://www.aamc.org/mededportal  ID = 213; 2006. 
32.Davis D, O'Brien MA, Freemantle N, Wolf FM, Mazmanian P, Taylor-Vaisey A. Impact of formal 
continuing medical education: do conferences, workshops, rounds, and other traditional continuing 
education activities change physician behavior or health care outcomes? Jama 1999;282(9):867-74. 
33.Harden RS, S. Dunn, W. Some educational strategiesin curriculum development. The SPICES model. 
Medical Education 1984;18:284 - 297. 
34.Bowen JL, Salerno SM, Chamberlain JK, Eckstrom E, Chen HL, Brandenburg S. Changing habits of 
practice. Transforming internal medicine residency education in ambulatory settings. J Gen Intern Med 
2005;20(12):1181-7. 
35.Miller MD. Residents' perceptions of inpatient and outpatient rotation characteristics. Acad Med 
1997;72(5):404. 
36.Bowen JL, Irby DM. Assessing quality and costs of education in the ambulatory setting: a review of the 
literature. Acad Med 2002;77(7):621-80. 
37.Almoallim H, Chalmers A, Page G. The High Clinic: a pilot project of a new model for an outpatient, 
community-based teaching clinic in rheumatology. Med Teach 2006;28(8):713-6. 
38.Irby DM. Teaching and learning in ambulatory care settings: a thematic review of the literature. Acad 
Med 1995;70(10):898-931. 
39.Swing SR, Vasilias J. Internal medicine residency education in ambulatory settings. Acad Med 
1997;72(11):988-96. 
40.Schultz KW, Kirby J, Delva D, Godwin M, Verma S, Birtwhistle R, et al. Medical Students' and 
Residents' preferred site characteristics and preceptor behaviours for learning in the ambulatory setting: a 
cross-sectional survey. BMC Med Educ 2004;4:12. 
EDITORIAL  
Gezira Journal Of Health Sciences 2008 vol.4(1)  
 
Gezira Journal Of Health Sciences 2008vol.4(1) 
41.Dent JA. AMEE Guide No 26: clinical teaching in ambulatory care settings: making the most of learning 
opportunities with outpatients. Med Teach 2005;27(4):302-15. 
42.Alguire PC. A review of journal clubs in postgraduate medical education. J Gen Intern Med 
1998;13(5):347-53. 
43.Akhund S, Kadir MM. Do community medicine residency trainees learn through journal club? An 
experience from a developing country. BMC Med Educ 2006;6:43. 
44.Guyatt GR, D. Users' Guides to The Medical Literature. A Manual for Evidence-Based Clinical Practice: 
The American Medical Association; 2002. 
45. Ebbert JO, Montori VM, Schultz HJ. The journal club in postgraduate medical education: a 
systematic review. Med Teach 2001;23(5):455-461. 
